INTRODUCTION
Since the Medicaid program's inception, policymakers have been concerned with the factors that determine physicians' decisions to participate in Medicaid and the implications of these factors for access. Sloan, Cromwell, and Mitchell (1978) were among the first to document the relationships between physician participation in Medicaid and Medicaid fee levels, the level of Medicaid fees relative to other markets, and administrative costs created by Medicaid bureaucratic obstacles. Mitchell (1991) and Perloff, Kletke, and Necherman (1987) substantiated these results with more recent evaluations, which found that physician participation decisions were related to both Medicaid fee levels and such fee levels relative to other insurance programs. Despite the recognition of the importance of Medicaid fee levels in physician participation decisions, however, relatively little is known about recent changes in Medicaid fees and how they compare with other payers.
Understanding recent changes in Medicaid fees is of particular importance for two reasons. First, through a series of legislative actions beginning with the Omnibus Budget Reconciliation Act (OBRA) of 1987, the Federal Government has mandated that States provide services to pregnant women and children with incomes up to 133 percent of the Federal poverty level. Although the Medicaid expansions have provided insurance coverage to a large pool of low-income pregnant women and children, these expansions in coverage may only translate into increased access if physician fees are high enough to ensure that physicians participate in the Medicaid program. Recognizing this, OBRA 1989 required that States provide payment rates adequate to ensure access for this growing pool of eligible individuals. However, there is little documentation of the magnitude of increases in Medicaid fees since 1990. Although recent concerns regarding access have focused on the most vulnerable populations-pregnant women and children (Dubay et al., 1993; Kenney and Dubay, 1995) -these concerns are valid for all Medicaid-eligible populations.
Second, many States are now using or are contemplating using the resourcebased relative value scale (RBRVS) for Medicaid payment. States can adopt Medicare's conversion factors, which convert relative values into payment rates, but this might be costly for some States. Holahan, Wade, and Gales, (1993) found, for example, that the adoption of the MFS in 1990 would have increased Medicaid costs substantially. Alternatively, States could set their conversion factors to maintain current payment levels. However, in the event that States attempt to maintain budget neutrality and Medicaid fees remain low relative to other payers, States may find themselves in the untenable position of being forced to increase Medicaid fees to ensure access.
This study uses Medicaid fees in 1990 and 1993 and information on what fees would be under a fully phased-in MFS to provide policymakers with more recent documentation of trends in Medicaid fee levels. Updating work by Holahan (1991) , this article provides information on the variation in physician fees across the country, describes changes in Medicaid fees from 1990 to 1993, and evaluates 1993 Medicaid physician fees relative to other insurance markets by comparing them with fully phased-in MFS fees.
1 Because of recent concern regarding pregnant women and children, attention is focused, where possible, on those services used most by pregnant women and children, such as delivery and primary-care evaluation, and management fees. Because previous work (Holahan, 1991) indicated that there were significant differences in fee levels by census division of the country, information regarding regional variations in fees is also provided.
1 HCFA established a 5-year transition period to a payment system based on the MFS to avoid precipitous changes in payments and potential disruptions in patient care. As a result, Medicare payments for services in a given year prior to full implementation in 1996 are different from MFS fees. Data issues made it difficult to identify Medicare payments for 1993, so the level of Medicaid fees relative to fully phased-in MFS fees was evaluated.
DATA COLLECTION AND METHODS

Medicaid and MFS Fees
A subsample of physician services collected in a 1991 Urban Institute survey (Holahan, 1991) of Medicaid fees was resurveyed in 1993. These services were selected on the basis of both Medicaid expenditures and service frequency from 1988 tape-to-tape files in California, Michigan, and Tennessee. States were asked to provide their maximum Medicaid fees for each of the services listed in Table  1 for the 1993 fiscal year. In those States that differentiated fees based on geographic location, provider type, specialty type, age of the patient, or site of service, an average of all provider fees was calculated.
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Three exceptions were made. In Alaska, only fees from the Anchorage area were used because 80 percent of Medicaid claims were from that area. In New Mexico, Texas, and Minnesota, high-risk, nurse practitioner, and diagnosis-related fees were not used in the computation of an average fee in order to facilitate comparisons with other States. All national and regional fee values are weighted averages, using Medicaid enrollees in each State in 1993 as weights. Weighting by Medicaid enrollees allows us to assess the fees for services provided to the average Medicaid enrollee in a given area. 
Summary Measures of Medicaid Fees
In order to evaluate the average fees for State Medicaid programs, two measures were computed. The first measure is based on the entire set of survey services and is used in the evaluation of 1993 fees. Surveyed fees for each service were combined in proportion to their Medicaid expenditures and normalized with a national average to create a Medicaid fee index for each State. For the second measure used in the evaluation of the growth in Medicaid fees from 1990 to 1993, a subsample of fees was used because it was not possible to compare some services from 1990 to 1993.
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Comparison of MFS and Medicaid Fees
To evaluate changes in Medicaid fees relative to the MFS, indexes reflecting Medicaid fees as a proportion of MFS fees were computed for individual services, for each type of service, and for all services. A simple ratio was taken between the Medicaid and MFS fees to evaluate differences by service. A summary measure of relative fees for 1993 by type of service was created by multiplying the Medicaid-to-MFS-fee ratios for each service by the expenditure weights developed in Table 1 within each type of service. Similarly, the Medicaid-to-MFS-fee ratio across all survey services was computed by combining the fees based on the expenditure weights in Table 1 .
Limitations
Some results presented should be interpreted with caution. Variation in Medicaid surgical fees is likely to reflect both varying State payment rates as well as differences in global surgical packages. Moreover, in three States, there was insufficient information to compare changes in Medicaid fees from 1990 to 1993. In Rhode Island, 1990 Medicaid fee data were unavailable. For Texas, 1990 fee data from Holahan (1991) were for Harris County 4 The average fee was computed with the following 22 procedures: 99203, 99213, 99214, 99244, 99254, 90843, 90844, 93000, 99222, 59410, 59515, 43235, 58120, 58150, 66984, 69437, 70450, 71020, 76805, 81000, 87081, and only, whereas the 1993 Medicaid fee data collected were for all of Texas. In Alaska, fee data for 1993 are from Anchorage only. For these three States, therefore, comparisons of 1990 with 1993 are inappropriate.
In addition, to the extent that the HCFA crosswalk does not reflect actual changes in the way physicians code services, some of the differences in fees for primary-care services and hospital visits from 1990 to 1993 may reflect changes in the service code definition. Second, more current tape-to-tape data were not available to recompute expenditure weights based on current utilization patterns. Thus, Table 1 is likely to underrepresent the proportion of expenditures in the Medicaid population for certain services that could not be linked completely, such as 99205, 99283, 99231, and 99232. Table 2 presents the national average fee weighted by the number of enrollees in each State, the maximum and minimum fees, and the coefficients of variation for each service in the survey across all States. In general, the coefficients of variation are quite high, suggesting that there is a great deal of variation in what States pay for a given service. The magnitude of this variation, however, differs by type of service. The variation in fees for obstetric care is relatively small but still suggests considerable differences across States. The coefficients of variation for primary-care services are moderate, with an electrocardiogram (99203) and a 25-minute office visit for established patients (99214) having the lowest coefficients. With regard to hospital visits and surgery, the variance in fees is some- These fees were less than the national average by 14 percent or more.
RESULTS
Variation in 1993 Medicaid Fees
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In addition, Table 3 provides detailed information on the variation in fees for selected primary-care and obstetric services, which together account for more than 50 percent of the Medicaid expenditures for those services used in the computation of the Medicaid fee index. The New England, Middle Atlantic, and West North Central Divisions have the lowest fees for a 30-minute office visit for a new patient (99203), and the West South Central, Mountain, and Pacific Divisions have the highest fees. Across States, the fee for a 30-minute office visit for a new patient in Hawaii was almost six times that for the same service in New York. States with the highest fees for a 30-minute office visit were in Arkansas, Georgia, Washington, and West Virginia. The lowest fees were in Rhode Island, New York, New Jersey, Missouri, and Pennsylvania. In general, these results were similar with regard to a 15-minute office visit for an established patient (99213). 6 A deflated index not presented in this analysis indicates that there is even greater variation in Medicaid fees after adjusting for differences in the cost of practice. This results from the fact that a number of States with high fee-index values are in divisions that are characterized by relatively low practice costs. Conversely, many States with low fee-index values are in areas with relatively high costs of practice.
Despite exhibiting relatively lower variation than the primary-care fees, variation in the obstetric fees presented in Table 3 is considerable as well. Across divisions, the lowest fees for a global vaginal delivery (59400) are concentrated in the New England, Middle Atlantic, and East North Central Divisions, whereas the South Atlantic, East South Central, and West South Central Divisions had, on average, the highest fees for this service. Across States, the difference between the high and low fees for global vaginal deliveries is considerable. Alabama, the District of Columbia, Kansas, Kentucky, and Massachusetts have relatively high fees. On the other hand, Hawaii, New Jersey, Rhode Island, and South Dakota have surprising low fees for vaginal deliveries. The District of Columbia's fee for a vaginal delivery is more than three times that of New Jersey's. With a few exceptions, fees for a global cesarean delivery follow similar patterns. Most notably, although Connecticut's fee for a vaginal delivery is below the national average, their fee for a global cesarean delivery is almost $600 higher than the national average.
Two other findings should be noted. First, States with higher-than-average Medicaid fee index values do not necessar-ily have higher fees for both primary-care and obstetric services. The District of Columbia, for example, has relatively high fees for obstetric services but lower-thanaverage fees for a 30-minute office visit for a new patient (99203). Similarly, Virginia's fees for a 30-minute office visit for a new patient are relatively low, yet fees for obstetric services are considerably higher than the national average. Second, almost all States allowed global billing in 1993 for obstetric services. Although previous surveys of Medicaid fees found that several States paid for pre-and postpartum visits on a per visit basis, almost all States now provide physicians with the opportunity to bill on a global basis.
Change in Medicaid Fees: 1990-93
The percent change in the average Medicaid fee for all services in 1990 and 1993 was computed, and this information is presented in Table 4 Carolina, West Virginia, and Washington all increased their fees for this service by more than 50 percent.
Medicaid Fees and MFS
Although these results suggest that Medicaid physician fees have grown considerably from 1990 to 1993, it is important to determine the level of Medicaid fees relative to other payers. For this purpose, the relationship between 1993 Medicaid and fully phased-in MFS fees across all services and by broad type-of-service groups was examined. Table 5 presents the ratio of Medicaid-to-MFS-fee indexes, weighted by Medicaid enrollees across all services and by type of service. The first column suggests that Medicaid fees across the United States are roughly 73 percent of comparable MFS fees. However, there was considerable variation in this relationship across both divisions and States. The New England, Middle Atlantic, and Pacific Divisions had fees for all surveyed Medicaid services that were less than 65 percent of comparable MFS fees. On average, States in the East South Central Division had the highest fees relative to MFS fees. Across States, Arkansas, Nebraska, West Virginia, and Wyoming had Medicaid fees that were 10 percent higher than MFS fees for a similar group of services. For most States, however, the Medicaid index was considerably less than a comparable MFS fee index. For example, New Jersey, New York, and Rhode Island all paid Medicaid fees that were 50 percent below MFS fees for the same group of services. 7 Although, in general, Medicaid fees for surveyed services were considerably lower than MFS fees, there was some variation in the relationship between Medicaid and MFS fee levels by type of service. From a national perspective, Medicaid fees for primary-care services were 68 percent of MFS fees, slightly less than those for all services. The Middle Atlantic Division had fees for primary-care services that were less than 50 percent of comparable MFS fees. Across States, New Jersey, New York, and Rhode Island had Medicaid primary-care fees that were less than 50 percent of MFS fees. These findings are consistent with previous work that showed that 1990 Medicaid fees for primary care were considerably lower than Medicare-allowed charges (Holahan, 1991) . However, three States-Arkansas, Georgia, and West Virginia-had Medicaid primary-care fees that were higher than MFS fees. From the national perspective, Medicaid paid 57 percent of MFS fees for hospital visits. Nonetheless, there were a few Medicaid programs that paid higher fees for hospital visits compared with MFS fees, including Georgia, Minnesota, and West Virginia.
The level of Medicaid fees relative to MFS fees for surgical services, obstetric care, and imaging tests was much higher than that for primary-care services. On average, Medicaid fees for surveyed surgical services were equivalent to MFS fees. The East South Central Division paid 32 percent more than the MFS for these services.
However, two divisions, New England and the Middle Atlantic, had fees for surgical services that were less than 80 percent of comparable MFS fees. Across States, Medicaid fees in New York and New Jersey were less than one-half of MFS fees.
From the national perspective, Medicaid fees for obstetric care were, on average, roughly 88 percent of MFS fees. With the exception of the New England, Middle Atlantic, East North Central, and Pacific Divisions, all had fees for obstetric services that were, on average, at least 97 percent of comparable MFS fees. Although more than one-half of the States set obstetric fees that were higher than fully phased-in MFS fees, States with the largest Medicaid programs had relatively low fees. Five StatesAlabama, Georgia, Louisiana, Virginia, and West Virginia-set Medicaid fees that were 30 percent higher than MFS levels. However, New Jersey and California had fees that were 61 percent or less of MFS fees. In our type-of-service analysis, Medicaid fees for most services were found to remain below comparable MFS fees. On average, Medicaid fees for obstetric services were 88 percent of MFS fees. Medicaid fees for surgical services were, on average, roughly equivalent to the MFS, in part a result of the shift in surgical fees inherent in the MFS. However, the ratio of Medicaid to MFS fees for primary-care services was low in comparison to the ratio of Medicaid to MFS fees for obstetric care and surgical services.
CONCLUSIONS
There are two important policy implications of these results. First, there remains reason for some concern regarding access to physician services for persons who are eligible for Medicaid. From the national perspective, Medicaid fees, on average, were 73 percent of MFS fees. Medicaid fees for primary-care and obstetric services remain much lower than MFS fees. Although individua States may have increased fees considerably for these services, fees paid for these services provided to the average Medicaid enrollee were relatively low. The magnitude of the difference between the MFS and Medicaid fees for primary services is in part a function of attempts by HCFA to increase payment for primary-care services for the Medicare population and in part a function of the fact that Medicaid fees for primary care have not grown as quickly as fees for obstetric care.
Although it was not possible to compare Medicaid fees with actual Medicare payments, these results provide some guidance for policymakers. Given Medicaid fee levels that are relatively low compared with a fully phased-in MFS and previous research suggestin that physician decisions to participate in Medicaid are a function of relative market fee levels, newly eligible Medicaid enrollees may continue to face access problems in some areas. It is important to note that those areas in which Medicaid fees are low relative to MFS fees are concentrated in the New England, Middle Atlantic, and Pacific Divisions, where a significant portion of persons eligible for Medicaid reside. Second, as was shown in earlier work (Holahan, Wade, and Gates, 1993) , these updated results suggest that requiring States to increase Medicaid fees to approximate MFS fees would have a differential effect across divisions and among States, given the variation in 1993 Medicaid fee levels Those States, primarily in the Southeast, that currently pay physicians relatively well would be less affected by such a policy than States with low fees. Those States with low fees, including many States in the New England, Middle Atlantic, and East North Central Divisions, would experience large increases in program costs in the absence of offsetting factors. Although surgical fees under Medicaid are virtually equivalent to MFS fees, primarycare fees are, on average, less than 70 percent of fully phased-in MFS fees, suggesting that the largest increase in program costs would result from requiring States to adopt the MFS for primary-care services. However, although costly, States may be forced to adopt these payment levels to ensure access to primary-care services.
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TECHNICAL NOTE
Both the comparison of fees in 1990 and 1993 and the construction of expenditure weights were constrained by changes in the CPT-4 service codes for office and hos- SOURCE: (Federal Register, 1992) .
pital visits in 1992. Because of changes in CPT-4 codes, a crosswalk between 1990 and 1993 codes was required. Certain service codes, including 99232, 99231, and 99283, could not be compared across the time period because of insufficient information in The Urban Institute's 1991 fee survey and thus were dropped from the 1990-93 comparative analyses. However, expenditure weights (Table 1) were developed based on the available information. Table 6 shows the codes that were crosswalked using the HCFA allocation rules.
